The hospitals were both community and university hospitals. All numbers are for the year of 2001. Bispebjerg University Hospital is in Copenhagen, Denmark, has a catchment area of 210,000 with 10% above the age of 75 and length of stay (LOS) of 7.2 days; Umeå University hospital, Sweden, has a catchment area of 140,000, 7.1% are above 75 and LOS of 4.5 days; Laakso Hospital, Helsinki, Finland, has a catchment area of 100,000, 7.4% are above 75 and LOS of 15.1 days; Landspítali-University Hospital, Reykjavik, Iceland, has a catchment area of 170,000, 5.5% are above 75 and LOS of 6.7 days; and Diakonhjemmet Hospital, Oslo, Norway has a catchment area of 90,000, 8.9% are above 75 and LOS of 7.2 days. The emergency units take all acute admissions in general internal medicine and its subspecialties from their catchment areas.
Characteristics of patients at each study site The medical records written by doctors were as per tradition in each country, both dictated and hand written, mostly by junior doctors in training but with consultant's notes.
There is primary nursing in all of the study sites. All sites base nursing on individualized care plans. In Denmark and Sweden the VIPS system 2 is used for documentation but the NANDA system 3 of nursing diagnosis is used in Iceland. 2 Bjorvell C, Thorell-Ekstrand I, Wredling R. Development of an audit instrument for nursing care plans in the patient record. Quality in Health Care; 2000: 9(1):6-13.
Medical Records
Specificity was also calculated with the assumption that undocumented cases of those who were unimpaired, were in fact unimpaired, as it is a common practice, rightly or wrongly, to assume that what is not documented is unimpaired. This calculation is called Assumed Specificity and shown in parenthesis in table 1. The study focuses on some of the important "giants" of geriatric medicine such as immobility, incontinence, intellectual impairment, IADL capacity and pain. These giants are common. Of the patients, 42-60 % were suffering from impairments in physical functions and 13-50% of these impairments were missing from the records during the initial two days of care. Of the information about IADL-impairments, 53-74% were ndocumented. It is important that those who are sent home early have ADL function sufficient for their situation at home. The IADL capacity relates to such important tasks as meal preparation and the management of finances and medications. They are typically cared for by home help.The hospital record is good when it comes to the documentation of locomotion and eating difficulties. These are issues of immediate concern for daily care, but they turn out to be also good predictors of outcomes 1 2 . When the patient had other ADL impairments, the medical record misses from one-third to one half of the deficits.
The prevalence of dementia and delirium is very common in the study population and is of enormous importance for the immediate care and long-term outcome; therefore it is of special note that the hospital record lacks documentation of cognitive capacity in a substantial number of cases. In addition, one of five patients had difficulties in understanding what other people were saying and this impairment is missed in half of the cases. Of special interest is that periods of altered perception, i.e. one of the core symptoms of delirium, was not documented in 45% of the cases, showing that symptoms of delirium are frequently missed unless systematically searched for. Delirium is associated with much prolonged hospitalization, mortality and increased cost 3 .
Incontinence and pain can be interpreted as indicators of severity of illness, as well as of suffering of patients. It has recently been shown that pain is poorly documented and treated in most clinical settings, which is confirmed in this study 4 . The first step to improve the care of patients in pain is to document carefully the presence of pain and response to treatment. Incontinence is not documented in one quarter of the cases, but this is a condition that lends itself increasingly to both surgical and medical treatment with a subsequent improvement in quality of life 5 .
It is an added strength of this study to quantify these deficiencies for multiple important variables as it may help guide any follow-up quality approach.
There are several possible explanations for limited documentation of co-morbidity and functional deficits in acute care settings. One particular hurdle in obtaining a reliable history from an older person is the high prevalence of cognitive decline. This makes that person an unreliable source of information and thus the health professional ideally needs to contact a relative or a caregiver in another setting. This is often left undone. Items may not be recognized; judged as non-relevant for the current care or considered to belong to the field of some other team member to document. Still other possible explanations are shortage or high turnover of doctors and nurses or an insufficient ratio of registered nurses.
